of family physicians doing deliveries declined from 23.3% to 9.7%. 7 The reasons for this decline are a current area of study and debate. In 2014, 24% of graduating family medicine residents reported intentions to provide obstetric care, while just 8% of recertifying physicians were actually practicing obstetrics, 3 suggesting that personal preference cannot explain the decline. Family physicians report a variety of reasons for excluding obstetrics care from their practices, including lifestyle issues and lack of call pool support, 8 fear of bad outcomes, 9 regional variation in mainstream scope of family physicians and hospital credentialing criteria, 7 malpractice insurance and liability, 10, 11 and problematic relationships with obstetricians. 12 Variation in family medicine residency training in obstetrics may be a contributing factor. Although findings from the 2016 Family Medicine National Graduate Survey showed that 90% of third year family medicine residents felt that their residency prepared them to provide maternity care, 13 minimum standards of obstetrics training for family medicine residencies defined by the Accreditation Council of Graduate Medical Education focus on low-risk, nonoperative obstetrics training. After this baseline, much variation exists among residency programs. 14 Some family medicine residencies may offer an advanced obstetrics track, including surgical delivery training. On the other end of the spectrum, some residencies struggle to meet baseline requirements making it difficult for graduates to secure hospital privileges postgraduation. 15 Some family physicians who want to provide obstetric care seek more training postresidency. A family medicine fellowship in obstetrics is one way for them to accomplish this. Family Medicine-Obstetrics fellowships provide family physicians with extra training to develop advanced obstetrical skills. Prior studies about Family Medicine-Obstetrics fellowships demonstrate that most provide cesarean delivery training, and that most Family Medicine-Obstetrics fellowship-trained physicians perform cesarean deliveries and high-risk maternity care after graduation. 16, 17 Initially, Family Medicine-Obstetrics fellowships were designed to train rural family physicians who required obstetric skills to provide care to complicated patients without back-up. 18, 19 Many fellows do commit to working in rural underserved areas upon graduation, 19 although many do not retain their obstetric services later in their careers. 8 Family MedicineObstetrics fellowships may increase formalized training in multispecialty collaborative care teams, 20, 21 and may therefore improve relationships between family physicians and obstetricians by increasing obstetricians' confidence in fellowship-trained family physicians' ability to provide obstetric care. Currently no accreditation system exists for Family Medicine-Obstetrics fellowships. The lack of standardization may result in a range in the fellows' experiences and skill sets on graduation. 8 Fellows' experiences offer insights into existing fellowship programs and suggest places of improvement for the future. Given the declining trend of family physicians providing maternity care and relatively poor maternal childbirth outcomes and health disparities in the United States for rural women, 21, 22 it is opportune to study obstetrical care delivery systems, including the way family physicians are trained in obstetrics. As part of a larger study of Family MedicineObstetrics fellowships, we examined family physician experiences in these fellowships and fellows' motivations for entering and completing fellowships through interviews with current and past fellows. Our goal was to add to previous work focusing on quantitative differences between fellowships 8, 16, 17, 19, 23 with an exploration of the qualitative fellowship experiences from the learner perspective. Understanding fellow experiences may suggest ways to improve fellowships to give fellows positive experiences.
| METHODS
We conducted semistructured interviews with current and past Family Medicine-Obstetrics fellows between May 2014 and February 2015; details of our methodology have been reported elsewhere. 15, 21 In this paper, references to obstetrics include surgical and instrumented vaginal deliveries, along with prenatal care, nondelivery procedures, and low-risk vaginal births. We identified 38 family medicine maternity care fellowships (some currently operational and some no longer active) from the American Academy of Family Physicians Fellowship Directory for Obstetrics and the American Board of Physician Specialties Board of Certification of Family Medicine Obstetrics. We used a purposive sampling approach 24 to identify past or current fellows from these programs: from a list of nearly 50 fellows constructed primarily via snowball sampling (i.e., fellowship or residency directors or other fellows referred us to individuals), we actively selected individuals who would contribute to geographic diversity in the sample. We emailed invitations to participate to individuals we identified who had completed or were currently participating in Family Medicine-Obstetrics fellowship programs. Recruitment emails contained basic information about the study. We sent three follow-up emails before abandoning recruitment efforts. We used a semistructured interview guide to ask fellows about their program (curricula, faculty, etc.) and their overall experience in the fellowship. After obtaining verbal informed consent, we conducted interviews by phone. Interviews lasted 45 minutes to 1 hour and were recorded and transcribed. Interviews were coded using MAXQDA software (Verbi Software, Berlin, Germany) to facilitate analyses. Three researchers used an iterative deductive/inductive approach to coding, which allowed thematic saturation to be determined. First, the interview guide was used to create a list of a priori codes. As coders immersed themselves into the data, emergent codes were identified and crystallized during the analytic process. 25 Broad codes were subsequently subcoded.
Coding disparities between coders were resolved with ongoing discussion and refining of code definitions. The American Academy of Family Physicians Institutional Review Board approved this study.
| RESULTS
We contacted 47 current or past fellows, and interviewed a total of 21. Fellows trained at 15 different programs from around the country (Figure 1 ), three were current fellows at the time of the interview, the other 18 graduated within the past 12 years. Two-thirds of interviewees were female, which is consistent with the prevalence of females in both family medicine and obstetrics & gynecology residencies (54.9% and 83.1%, respectively). 
| Motivations for fellowship training
Inadequate residency training led physicians to seek fellowship training to feel comfortable with their obstetrics skill sets. One fellow from the West reflected on their residency training:
I came out of residency with maybe 75 or 80 deliveries. It wasn't a ton and it wasn't enough for me to feel comfortable really even doing obstetrics out in practice. … The culture here for training our residents … we don't really get to manage people very much. … I felt like I could do the basics, but if there were any complications, then I wouldn't have felt comfortable managing.
Another fellow from the West reflected on their lack of surgical training during residency: I maybe did 10 or 12 assists on Csections … I certainly wouldn't have been anywhere near comfortable or confident to go operate at that point, coming out of residency.
Many fellows discussed their desire to practice full-scope family medicine to work in underserved areas and to foster strong patient-physician relationships through obstetric care; residency training alone left them unprepared to do so competently. A fellow from the West shared:
A big drive, I think, was to be able to work in underserved communities and be able to be the one continuing to take care of them … I certainly could have graduated [from residency] and continued to do low-risk OB and practice in the community, but for the C-sections, it just felt like I needed more volume. Some fellows wanted to be able to provide competent obstetric care in rural settings or institutions with little or no back-up from obstetricians. One fellow from the West shared:
I could do a C-section and I could get through it but it wasn't enough to make me feel comfortable and realizing the kind of the controversies between obstetricians and family physicians doing OB, I didn't want to ever get told, "You can't do what you're doing because you haven't had a fellowship or because you haven't had the training." … I didn't really want anything to prevent me from doing my job later. I figured I would do better care if I had done an actual fellowship and seen sicker patients. It was like a … thing for me to do to feel comfortable in the middle of nowhere with no backup.
However, not all fellows expressed an interest in practicing rural obstetrics. Some fellows planned on practicing in urban areas and believed their fellowships may help them secure privileges, especially in settings where obstetricians also having an obstetrical fellowship allows you to … practice in a residency program in a bigger city and still be able to do operative OB.
Some discussed credentialing specifically; one fellow from the South shared that they decided to do a fellowship: in order to get extra training and expertise as well as the credentialing in order to perform obstetrics.
| Fellowship experiences
Interviewees discussed their experiences with Family Medicine-Obstetrics fellowship training. We identified four major domains within fellowship experience: (a) program leadership and faculty; (b) relationships with obstetricians; (c) program structure and curriculum; and (d) reflections on overall experience. Within each domain, we identified themes that provide further understanding of the fellowships and how fellows experience them. Table 1 provides definitions and additional quotes for each of these themes, which are bolded in the following section.
Fellows discussed program leadership and faculty as an important factor that shaped their fellowship experience. Most fellows communicated a positive view of their teachers, commenting on the quality of their fellowship's leadership and instructors. Fellows valued working under attendings that prioritized their education and enjoyed teaching. One fellow from the Midwest shared:
it was absolutely a great time because I think there were such great mentors that it was real easy to learn a lot.
Family medicine leadership
Relationships between family physicians and obstetricians also influenced fellowship experiences. Interviewees described a range of positive and negative experiences with obstetric residents, faculty, and other obstetricians they interacted with throughout fellowship training. Many fellows felt they benefitted from collaborative relationships with other obstetric providers. One fellow from the West shared: The other thing that I think was really nice was the collaborative model that we had in our fellowship. That was a whole new experience for me and it was wonderful and it really kind of let me see that yes, there are other places where family medicine docs and obstetricians get along, that they respect each other and can work together.
Others felt discouraged by obstetricians who were less supportive. Another fellow from the West commented about obstetricians in their program:
They were very anti-family medicine. They reject the idea of family docs doing high risk OB. So, that unfortunately did create a big hindrance … that was my first taste of the real world and how politics work.
Fellowship program structure and curricula contributed to fellow experience and satisfaction with the Family MedicineObstetrics fellowship. In terms of the curricula and content of the fellowship training, fellows valued not only learning technical skills, but mastering the nuances of managing labor. Some fellows believed they mastered labor management and were prepared to decide when to resort to operative deliveries. Others wished they had seen greater volumes of deliveries, including cesarean delivery, to increase their confidence in their labor management skills. A fellow from the West shared:
You can train a monkey to do a C-section … The most important thing about what people need to get out of that fellowship is to know when do you make the call to, "Alright. This person needs a C-section now." The management of labor I think was something that I did not think was emphasized enough.
Some fellows described their programs as having a lack of structure and unclear communication of fellowship goals and expectations, which contributed to concern about unambiguously being able to acquire privileges in the future. Without explicit goals and requirements set by the fellowship program, fellows sometimes wondered how many deliveries they needed to secure privileges out in practice. A fellow from the South said: You only need 50 [C-sections] to graduate from the program. You need 60 to get privileged at the hospital, which I pointed out to our fellowship directors. I was like, "What?" To get privileged in a lot of other places, you need 100. … In some places, it's not a big deal. In a lot of places, it is.
Involvement with continuity of care clinics where fellows may practice full-spectrum family medicine, not just the care of pregnant women, varied during fellowships. Some fellows regularly staffed these clinics; others lacked the opportunity to practice their family medicine skill set. Fellows that desired more continuity of care practice, however, also described being excessively busy with maternity care responsibilities. For example, a fellow from the South recalled, There were no Family medicine clinics in that fellowship. When I came back to practice, it had been almost by that time a year … since I'd taken care of a male patient or anybody but a newborn. So having that-having a Family medicine continuity clinic would be better. Now granted, they did say, "If you want to, we can make it happen, but you're going to do that on your free time." … I'm still not really sure when I would have done that.
Fellows often provided reflective comments with regard to their overall fellowship experience. Overall, fellows relayed increased confidence with their obstetrics skill sets postfellowship. Fellows shared that they felt much more adequately trained to do obstetrics in practice after completing a fellowship. One fellow from the South shared: … even if I can't handle something, I'm not fazed by it. It just gave me that confidence, and you need that a lot when you are in the middle of a delivery and the baby's heartbeat is going down and everyone is going crazy. … You have to keep your cool. Anytime I get into that situation, I just remember, "I've seen this before."
Another fellow from the South remarked that her fellowship gave her an "explosion in her ability" to provide obstetric care to patients.
Some fellows described feeling fatigued and overworked during their fellowship years. Sometimes this was related to being understaffed. Another fellow from the South commented:
[I]t was very busy [laughter] … they were very quick to say, "You guys don't have any work-hour restrictions because you're not accredited and so you just work when I tell you to work." There were times that I did not see my family for a week because we're so busy.
However, fatigue during fellowship did not alter immediate future plans to provide obstetrical services.
| DISCUSSION
The primary goal of Family Medicine-Obstetrics fellowships is to provide more advanced obstetric skills training to family physicians. Though the inception of Family MedicineObstetrics fellowships was catalyzed by a desire to train rural obstetric providers, 19 fellows reported being adequately trained to practice both in rural areas and in urban areas where obstetricians practice, including in teaching positions, consistent with other past studies. 8, 16, 17 However, the variation in experience among fellows suggests ways in which fellowships may improve.
As fellows noted, training goes beyond technical skill sets and into the nuances of labor management, which involves making judgment calls about when to intervene during a patient's labor. Physicians who said they wished they had more labor management training hint at possible changes for fellowship curricula. Fellowships may benefit from increasing emphasis on labor management techniques at the same time they teach technical skills. This is particularly important when considering fellows' stated motivations for completing Family Medicine-Obstetrics fellowships; fellows looking to deliver babies in areas where specialists are not available for back-up require not only an advanced technical skill set but a mastery of labor management.
Fellowship training may also improve by clarifying curricular expectations between educators and fellows. A previous survey of Family Medicine-Obstetrics fellowships reported that more than 10% of fellowships lacked a standardized curriculum; 23 however, those that have a written curriculum may still seek to improve channels of communication around the curriculum and expectations. Privileging requirements can vary across institutions, increasing fellows' uncertainty around securing delivery privileges in their future practice. Mentors and fellows may work to clarify their expectations relative to common privileging requirements. Fellows who desired more family physician teachers within their programs sought role models and mentors. A previous study reports only one-third of fellowships require dedicated fellowship faculty to be fellowship trained. 23 One way to improve fellowships going forward is to incorporate more fellowship-trained teachers into their programs, especially into fellowship programs that currently lack family medicine leadership. This may allow for mentorship in another dimension-these family physicians may better serve as realistic examples for the skill sets fellows strive to acquire, including broad-scope family medicine. The observed variability in time fellows spent in continuity of care clinics is not ideal, considering family physicians typically practice full scope family medicine postfellowship. Incorporating regular clinic time into a fellows' practice may better prepare them for practice. This must be done in a feasible way; adding yet another activity to a busy fellowship may not be manageable, especially considering the rates of fatigue among fellows. Many fellows reported positive relationships with obstetricians during fellowship and a collaborative environment between family medicine and obstetrics within the fellowship, suggesting that Family Medicine-Obstetrics fellowships can foster interspecialty communication and respect between fellowship-trained family doctors and other obstetric providers, especially obstetricians. This in turn may help mitigate the declining trend of family medicine obstetrics practices. Collaborative obstetrics models of care that incorporate health care professionals all working at the top of their skill set provide the most efficient and high-quality care. 20, 21 Family Medicine-Obstetrics fellowships frequently train family physicians to work in these structures, and help communicate an advanced skill set to obstetricians when there is currently no way to distinguish residency programs by their rigor of obstetrical training. 27 Fellowships where family medicine and obstetrics had less positive relationships may benefit from increased collaboration. However, even fellows from programs with less positive relationships with obstetricians believed that completing a fellowship helped them communicate to future obstetricians that they completed advanced and rigorous obstetrics training. Our study is subject to limitations. We considered the voices of only Family Medicine-Obstetrics current and past fellows for this study; we did not interview or incorporate the viewpoints of other stakeholders such as family physicians without fellowship training, hospital administrators who approve credentialing, obstetricians and other obstetrics providers, or malpractice insurance suppliers. We also did not include the patient perspective. Though our focus is centered on the experience of the fellow, other stakeholders' opinions may help to contextualize their narratives. Among the participating fellows, we may be limited by recall bias, as many of the past fellows graduated some years before the interview. Due to reliance on a snowball approach to recruitment, our sample may be limited in diversity of experience. Because fellows from only 15 of 38 programs were interviewed, full variation of experience may not have been uncovered. There may also be a response bias, as fellows who responded to interview invitations may have stronger opinions about their fellowship experience.
